
Center for Women’s Health and Gender-Based Medicine

Patient Intake Form for Existing Patients

TTUHSC

1400 Coulter

Amarillo TX 79106             

Phone (806) 354-5488                           FAX (806) 354-5475
Name____________________________


         Age _____years

Appointment Date ________________



What is the main purpose of your visit today?

1. Annual exam

2. Consultation 

a. For what condition _____________

b. Referring Physician ____________

Please list the 2 main health issues you would like to address during your visit today:


1.___________________________________________


2.___________________________________________
Physician Notes Section - HPI
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PRESCRIPTIONS 
NONE _________

Name

        Dosage 
Times/day   Treatment for What Condition        First Prescribed

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


OVER-THE-COUNTER MEDICATIONS (including vitamins and herbal medications)
NONE_________
Name                        Dosage   Times/day    Treatment for What Condition       First Prescribed                
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Drug Allergies:_________________________________________
Have you had ANY changes in your Medical or Surgical history in the past year?  

If so please describe:______________________________________________
_______________________________________________________________

Ob/Gyn History

Number of Pregnancies ___    Number Children ___

Last Menstrual Period _________ How long do your periods last? ________
How many days between period/menses ____  How many heavy bleeding days ____
Have had your uterus removed YES NO Have you had your ovaries removed?  YES  NO 

If yes, WHY was this surgery performed? ________________________

Have you had ANY changes in your Family History?  
If so please describe:___________________________
Social History

Education Level __________________
Occupation ______________________
Married/Divorced ________________
Current Relationship YES   NO
Smoker    YES   NO
Packs per day_____At what age did you start smoking? ____ At what age did you stop? ___
Alcohol use YES   NO
Number of drinks per day ____  per week ____   per month ______

Exercise YES   NO  
Type __________    days per week exercise performed ____   minutes per session ____
Do you sleep well?   YES   NO

How many hours a night do you sleep ______
List a day of your usual diet

	Breakfast
	Lunch 
	Dinner
	Snacks (what hour)

	
	
	
	

	
	
	
	

	
	
	
	


Sexual Health

Are you sexually active      yes 
no

If yes, are you satisfied with your current sexual experiences?   Yes  No

If no what portion are you not satisfied with  sex drive, orgasm, arousal (lubrication)

Do you experience pain with intercourse? yes  no

Does your partner have any sexual difficulties?  yes  no
Sexual Health Scale (0 not good 10 excellent)

0 1   2    3    4   5   6   7   8   9   10

Mental and Emotional Health
Do you feel mentally and emotionally balanced? Yes
No
What are your primary sources of stress?__________________
Emotional Health Scale (0 not good 10 excellent)

0 1   2    3    4   5   6   7   8   9   10

Social Health

How many hours do you work per week?____________

What type of activities do you like to participate in outside of the home? _____________________
Who is your biggest support group in times of stress immediate family, friends, spouse? __________
Social Health Scale (0 not good 10 excellent)

0 1   2    3    4   5   6   7   8   9   10

Spiritual Health

Would you consider yourself a spiritual person?  Yes   No

Do you consider spiritual health a portion of over all wellbeing or good health?  Yes   No
Health Maintenance

Mammogram

Last Performed   __________

If you have ever had an abnormal mammogram please describe if a biopsy or other procedure 
was performed? ____________________________________

Pap Smear

Last Performed   __________

If you have ever had an abnormal pap smear please describe what type and if a biopsy or other
 procedure performed? ____________________________________

Colonoscopy 

Last Performed ___________
Colon polyps found YES NO

Bone Densitometry
Last Performed ___________   Where? __________
Vaccinations


Type 



Year

    Tetanus Booster 


________

     Tetanus, diphtheria


________

     Tetanus, diphtheria, (Tdap)

________

     Pneumonia Vaccine 


________

     Flu Vaccine



________

     Hepatitis B


    
________
     HPV Vaccine


________
    Shingles Vaccine


________

Eye Exam



________

Do you wear a seat belt?

YES   NO    SOMETIMES
REVIEW OF SYMPTOMS
	Check the box that 

     Applies to you                    Y       N
	MEDICAL      PROVIDER NOTES          
	        Check the box that 

           applies to you                         Y      N
	       MEDICAL PROVIDER NOTES


	General
	
	
	
	Skin
	
	
	

	Changes in Weight
	
	
	
	Rash
	
	
	

	Eyes
	
	
	
	Excess Facial Hair/Body Hair
	
	
	

	Changes in Vision
	
	
	
	Change in Moles
	
	
	

	Ear, Nose, Throat
	
	
	
	Breast
	
	
	

	Earaches
	
	
	
	New or unusual breast Lumps
	
	
	

	Hearing Problems
	
	
	
	Nipple Discharge
	
	
	

	Frequent Sinus Problems
	
	
	
	Neurological
	
	
	

	Cardiovascular
	
	
	
	Dizziness or Trouble Walking
	
	
	

	Chest Pain or Pressure
	
	
	
	Numbness
	
	
	

	Swelling of Legs
	
	
	
	Memory Problems
	
	
	

	Rapid Heartbeat
	
	
	
	Frequent or Severe Headaches
	
	
	

	Respiratory
	
	
	
	Emotional Outbursts
	
	
	

	Wheezing/Asthma
	
	
	
	Depression
	
	
	

	Shortness of Breath
	
	
	
	Endocrine
	
	
	

	Gastrointestinal
	
	
	
	Hair Loss
	
	
	

	Frequent Diarrhea
	
	
	
	Excessive Thirst/Hunger
	
	
	

	Nausea/Vomiting
	
	
	
	Heat or Cold Intolerance
	
	
	

	Constipation
	
	
	
	Hot Flashes
	
	
	

	Genitourinary
	
	
	
	Hematologic/Lymphatic
	
	
	

	Blood in Urine
	
	
	
	Frequent bruises
	
	
	

	Pain with Urination
	
	
	
	Bleed easily
	
	
	

	Urinary Leakage
	
	
	
	
	
	
	

	Painful Periods
	
	
	
	
	
	
	

	Abnormal Bleeding
	
	
	
	
	
	
	

	Musculoskeletal
	
	
	
	
	
	
	

	Muscle Weakness
	
	
	
	
	
	
	

	Muscle or Joint Pain
	
	
	
	
	
	
	

	Joint Swelling
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